bipolar disorder (Figure) . Similarly, we observed considerable hospital-level variation, with appendectomy showing the least variation and bipolar disorder showing the greatest variation in direct admission rates. In models adjusting for patient and hospital characteristics and disease severity, direct admissions were associated with 5% to 31% lower costs than ED admissions.
While a decade of research and policy interventions has begun to transform hospital discharge processes, research focused on hospital admissions is lacking. Emergency departments (EDs) are increasingly serving as portals of hospital admission, contributing to national concerns about ED volumes, wait times, and discontinuity of care. 1 Despite this, there is a paucity of research examining other options for hospital admission. Direct admission, defined as admission to a hospital without receiving care in the hospital's ED, is 1 alternative. Although direct admission has potential benefits for patients and health care systems, little is known about its use or effectiveness. To our knowledge, only 1 study has examined outcomes associated with pediatric direct admissions and there are no national statistics about the characteristics of this admission approach. 2 To address this gap, we used a nationally representative data set to determine pediatric direct admission rates, characteristics, and costs relative to admission through EDs and characterize variation in direct admission rates across diagnoses and hospitals.
Methods | We analyzed the Agency for Healthcare Research and Quality's 2009 Kids' Inpatient Database, including nonneonatal, nonmaternal, and nonelective pediatric hospitalizations in children younger than 18 years. 3 Our study received institituional review board approval from the Baystate Medical Center and was deemed exempt from participation consent. Interhospital transfers, including transfers to or from a different hospital or health care facility, were excluded as a result of our inability to accurately assess total hospital costs.
Reasons for hospitalization were categorized using All Patient Refined Diagnostic Related Groups. 4 Weighted direct admission frequencies, proportions, and hospital-level variation in direct admission rates were calculated for each All Patient Refined Diagnostic Related Group. For the 10 most common All Patient Refined Diagnostic Related Groups, we assessed differences between children admitted directly and those admitted through EDs using Rao-Scott χ 2 tests for categorical variables and weighted t tests for continuous variables. Hierarchical generalized linear models with a random effect for hospitals were developed to assess differences in total hospital costs between children admitted directly and through EDs, using cost-to-charge ratios provided by the Kids' Inpatient Database and controlling for the characteristics shown in the Table. 6
Results | Of 1.47 million nonelective pediatric hospitalizations, 24.6% occurred via direct admission. The 10 most common diagnoses accounted for 49.2% of these hospital- Figure) . Among children with these diagnoses, children admitted directly were more likely to be white, privately insured, and had lower disease severity compared with children admitted through EDs (Table) . There was substantial variation in direct admission rates across conditions, ranging from 8.9% for appendectomy to 38.0% for 
Cost Ratio
A, Hospital-level variation reflects hospitals with 20 or more hospitalizations for the specific diagnosis during the study period. B, Cost ratio reflects adjusted costs of direct admission relative to ED admission. Arrowheads indicate medians; bars, interquartile range; and outliers, direct admission rates more than 1.5 times the interquartile range beyond the upper quartile. Discussion | Direct admissions represent approximately 1 in 4 unscheduled pediatric hospitalizations nationally, with characteristics of children admitted directly aligning with those more likely to have a medical home, including white race/ ethnicity and private health insurance coverage. 7 The substantial variation in direct admission practices across hospitals and conditions may be influenced by disparities in access to timely outpatient acute care as well as differences in hospitals' and referring physicians' capacities to facilitate admissions without ED involvement. While the differences in costs between direct and ED admissions were striking, we acknowledge that our findings may have been influenced by residual confounding and we were unable to draw definitive conclusions about quality, safety, and effectiveness. In addition, direct admission points of origin were not reflected in these analyses. Nevertheless, our results suggest that increasing access to direction admissions may be a means to reduce ED volumes and health care costs. To accomplish this, research is needed to better understand key stakeholders' admission preferences, the drivers of these cost differences, and conditions and procedures best suited for this admission approach. The present analyses were based on the first 24-hour recall from 4 cycles from 2003 to 2010. Per University of Washington policies, the use of publicly available data was not considered human participant research. Participants or their parent/guardian provided written informed consent and all procedures were approved by the National Center for Health Statistics Research Ethics Review Board.
Trends in Energy Intakes by Type of Fast Food Restaurant Among US Children From 2003 to 2010
A multistep algorithm was developed to assign FFR eating occasions into 8 segments by the following restaurant type: burger, pizza, sandwich, chicken, Mexican cuisine, Asian cuisine, coffee/snack, or fish. Data on the latter 3 FFR types were not presented owing to their infrequent use by children. The dietary recall data were scanned for 1 of 26 sentinel foods characteristic of each FFR segment (eg, hamburger/pizza). Eating events with multiple sentinel foods were flagged for additional scrutiny. Details of the algorithm have been published. 5 
